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ABSTRACT 
The present study attempted to reduce the no-show 
rate for scheduled intake appointments at a local CMHC 
through the use of two interventions. Thirty-seven 
subjects who called for an intake appointment were 
randomly assigned to one of two treatment groups: an 
orientation and Standard Intake Procedure or an 
Orientation and Modified Intake Procedure. Both 
treatment groups were compared to a Base Group consisting 
of intake appointments scheduled during the same time 
period the previous year. Individuals assigned to OMIP 
revealed a reduction in the no-show rate from 51% during 
baseline to 36%. Individuals assigned to OSIP did not 
reveal similar reduction rates. The findings suggest 
that immediate attention may be a significant deterrent 
to missed intake appointments. 
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INTRODUCTION 
Many mental health and human service agencies 
face the problem of high no-show rates for intake 
appointments {Burgoyne, Acosta, & Yamamoto, 1983; 
Hockstadt, & Trybuls, 1980; Krause, 1966; Noonan, 1973; 
Raynes, & Warren, 1966). Researchers have found that 
shorter delays between initial contact and a scheduled 
intake appointment increases the likelihood that the 
individual will keep that appointment {Folkins, Hersh, & 
Dahlem, 1980; Larsen, Nguyen, Green, & Attkinsson, 1983). 
However, many mental health facilities are unable to 
schedule intakes any sooner due to heavy client loads. 
The cost of missed intake appointments result in 
an economic and logistical burden to outpatient treatment 
centers. The cost to the mental health facility is 
linked to a combination of several factors. First, there 
occurs an ineffective scheduling of staff time. 
Additional problems include cost factors, lost income and 
unserved consumers. 
Finding a cost-effective and efficient method to 
decrease no-show rates for initial intake appointments 
can be difficult. Keeping a client motivated to follow 
through with treatment and scheduled appointments can be 
very discouraging to many therapists. Although some 
methods have been found to decrease no-show rates, none 
have eliminated this problem. Identification of mental 
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health facilities that show a decrease in or an 
elimination of missed intake appointments would indicate 
facilities that are more effectively treating patients 
during their crisis period and serving the community more 
efficiently (Folkins, Hersch, & Dahlem, 1980). 
Research in intervention strategies designed to 
decrease no-show rates for intake appointments has been 
done. Decreases in no-show rates have been found through 
the implementation of phone-prompts, orientation letters, 
and orientation statements (Burgoyne, & Acosta, 1983; 
Carr, 1985; Hockstadt, & Trybuls, 1980; Kluger, Karras, 
1983; Krause, 1966; Larsen, Nguyan, Green, & Attkinsson, 
1983; Swenson, & Pekarik, 1988). 
Researchers have also studied the reasoning 
behind individuals not attending their intake 
appointments (Carpenter, Morrow, & DelGaudio, 1981; 
Chameides, & Yamamoto, 1973; Errera, Davenport, & Decker, 
1965; Lowman, Delange, Roberts, & Brady, 1984; Marsh, 
Zabarenko, Stoughton, & Miller, 1989; Noonan, 1973; 
Raynes, & Warren, 1971). A better understanding of why 
prospective clients do not follow through with their 
intake appointment may help to facilitate more effective 
administrative procedures which will eventually decrease 
no-show rates for intake appointments. 
Some researchers have tried to identify those 
individuals that are most likely to cancel or miss their 
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scheduled intake appointments (Fizek, & Zare, 1989; 
Gottesfeld, & Martinez, 1972; Marsh, Zabarenko, 
Stoughton, & Miller, 1989; Raynes, & Warren, 1971; 
Weighhill, Hodge, & Peck, 1983). Researchers have 
attempted to identify significant determinants measuring 
many different factors. Raynes and Warren (1971) 
attempted to gain an understanding of patients who 
negatively responded to clinical services, after being 
referred, by not attending. Characteristics such as sex, 
race, age, referral source, previous psychiatric care, 
marital status, days on waiting list and presenting 
complaint were all studied. They found that providing 
special resources to facilitate treatment of the 
consumers least likely to attend treatment to be an 
economical burden. Gottesfield and Martinez (1972) 
statistically compared thirty-one variables of patients 
who did and did not keep their initially scheduled 
appointment. The findings indicate that no waiting list 
and immediate education about treatment seem to effect 
compliance. 
One problem with many different intake procedures 
is the amount of time that transpires between the 
scheduling of the appointment and the actual intake 
appointment (Folkins, Hersch, & Dahlen, 1980; 
Gottesfield, & Martinez, 1972; Raynes, & Warren, 1971a). 
One straightforward approach for this problem would be to 
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eliminate the waiting time between inquiry and intake 
appointment. Most community mental health facilities 
carry the maximum number of therapists that they can 
given budgetary considerations. However, reducing the 
waiting time between inquiry and intake appointment would 
generally require an increase in staff which involves a 
cost that most agencies cannot accept. Thus budgeting 
factors eliminates this intervention with community 
mental health facilities. 
An alternative intervention that has been 
researched to decrease missed intake appointments by 
mental health programs unable to shorten waiting periods 
has been through the implementation of phone prompts. 
Carr {1985) assessed the effects of telephone prompting 
on attendance for continuing community mental health 
treatment. A phone call was placed by a staff member the 
day before their appointment to remind them of the date, 
time, and the therapist they would be seeing. The 
results did not indicate a significant overall decrease 
in missed appointments. Accessibility during the time of 
day the phone calls were made may be a factor effecting 
the results. Burgoyne, Acosts, & Yamamoto {1983) studied 
phone prompts starting two days prior to the client's 
intake appointment. The client was reminded of the date, 
time and place of their appointment. The results 
indicated that the phone prompt was not the most 
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significant factor but rather certain socioeconomic 
factors, like having a telephone, identified the patients 
most likely to keep their appointments. A phone prompt 
intervention is easy to implement and fairly cost 
effective. But uncontrollable factors such as time of 
day, socioeconomic status, and financially affording a 
phone, may effect the efficiency of this type of 
intervention. 
A less expensive intervention than phone prompts 
has been the use of letter prompts and orientation 
letters. Swenson and Pekarik (1988) implemented a simple 
and inexpensive intervention that compared the effects of 
a letter prompt or an orientation letter on missed intake 
appointments. The letter prompt was received either one 
or three days before the scheduled intake appointment 
informing the client of the date, time, and agency. An 
orientation letter was also received either one or three 
days before the scheduled intake appointment. The 
orientation letter was designed to inform the client of 
what will occur during their first visit hoping to reduce 
any anxieties the individual may be experiencing. The 
results revealed that the orientation letter received one 
day prior to the client's appointment was the most 
effective. Although this cost-effective intervention 
revealed positive results it does not give the client any 
immediate attention while dealing with their crisis or 
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presenting problem{s). If the client was given an intake 
appointment 4 weeks from the time of inquiry they would 
have to wait almost 4 weeks to receive their orientation 
letter. 
Krause {1966) attempted to motivate individuals 
to continue treatment long enough to receive some help by 
attempting to explain the services available to them upon 
initial phone contact and to obtain an understanding of 
the client's hopes and desires. This intervention was 
implemented by the intake staff. The results did not 
reveal any significant findings but no evidence was found 
to say that it had a deterrent effect on clients keeping 
their first appointments or on the average number of 
total contacts. The indication was that further research 
would be helpful to assess the efficacy of this 
particular strategy. Finding a cost-effective 
intervention that is immediate and that will motivate a 
client to keep his/her scheduled intake appointment would 
prove to be very useful. 
Summarily, these approaches have been 
demonstrated to be partially effective. That is, the 
percentage of clients who respond to either telephone 
prompts, letter prompts, or orientation letters still 
leaves something to be desired. An intervention 
procedure that would focus more on immediacy and yet 
remains cost-effective would hypothetically increase 
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client response to scheduled intake appointments. 
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Survey Of The Literature 
It is not uncommon for community mental health 
facilities to have high percentages of individuals who 
schedule an intake appointment and then fail to keep that 
initially scheduled appointment (Burgoyne, Acosta, & 
Yamamoto, 1983; Campell, & Brinkerhoff, 1990; Deane, 
1991; Folkins, Hersch, & Dahlen, 1980; Hochstadt, & 
Trybula, 1980; Kluger, & Karras, 1983; Krause, 1966; 
Larsen, Nguyen, Green, & Attkinsson, 1983; O'Loughlin, 
1990; Swenson, & Pekarik, 1988). Some research assessing 
their reasoning behind not keeping their initial 
appointment has been conducted (Carpenter, Morrow, Del 
Gaudio, & Ritzler, 1981; Errera, Davenport, & Decker, 
1965; Noonan, 1973; Chameides, & Yamamoto, 1973; Lowman, 
DeLange, Roberts, & Brady, 1984; Gottesfeld, & Martinez, 
1972). Gottesfeld and Martinez (1972) compared 100 
voluntary psychiatric patients who kept their first 
psychiatric appointment against 100 who did not. 
Thirty-one variables were compared with two being 
statistically significant. Out of 200 subjects compared 
97 of them who had some knowledge of what to expect from 
treatment were revealed to be more likely to keep their 
appointment. The other significant factor that was 
revealed to increase the likelihood that the individual 
would keep their initial appointment was the severity of 
their presenting problem. Those patients whose 
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presenting problem had become more acute prior to their 
intake appointment revealed a higher show rate at initial 
appointment. 
Noonan (1973) revealed some similar results with 
regards to severity of the presenting problem as well as 
other reasons determining no-show rates. A random 
selection of 64 self-referred subjects who did not attend 
their initially scheduled appointment were studied. None 
of the demographic variables tested were revealed to be 
statistically significant. The presenting problems of 
individuals who did not attend their initial appointment 
was significantly different from those who did attend. 
The presenting problems for the no-shows was described in 
a more vague or evasive manner than the attenders. When 
subjects were contacted on the phone and questioned about 
their reasoning for not attending their appointments four 
basic explanations were provided. The second largest 
group, consisting of 35% of the subjects, explained that 
their problem had improved between contact and initial 
appointment. The largest group, consisting of 39% of the 
subjects, were not able to give a reasonable explanation 
for not attending their initial appointment. Anxiety 
over what to expect from treatment kept 23% of the 
subjects from attending their intake appointment. The 
last group, consisting of 3% of the subjects, denied 
contacting the clinic at all. Researchers have concluded 
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from these retrospective studies that a basic 
understanding of what treatment will entail to dispel any 
fears or distorted notions upon initial contact would 
seem valuable (Gottesfeld, & Martinez, 1973). 
Some studies (Carpenter, Morrow, Del Gaudio, & 
Ritzler, 1981; Chameides, & Yamamoto, 1973; Errera, 
Davenport, & Decker, 1965; Lowman, DeLange, Roberts, & 
Brady, 1984) revealed that between 16% and 78% of those 
individuals that did not keep their initially scheduled 
appointments sought treatment elsewhere. Chameides 
(1973) used the patient's chart, the telephone or a 
questionnaire to assess patients reasons for not making 
or keeping their initial appointment. Seventy-eight 
percent out of 51 patients had received some type of 
professional help. 
Errera, Davenport, & Decker (1965) conducted a 
follow-up telephone inquiry of 81 subjects assessing the 
reasoning behind not keeping their initial appointment 
and found that 16% of the subjects received psychiatric 
help elsewhere. Thirty-nine percent reasoned that they 
had been talked into scheduling the appointment by 
someone else. Twenty-eight percent explained that they 
had become afraid of the idea. Eleven percent felt 
hindered by the administrative procedures and policies. 
The explanation of using the appointment to maneuver 
their spouse into treatment was given by the last 7% of 
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the subjects. 
Other researchers have approached the issue of 
pre-intake dropouts by identifying distinguishing 
characteristics of those individuals who failed to follow 
through after receiving a referral and an intake 
appointment (Raynes, & Warren, 1971). Raynes, & Warren 
(1971) conducted a five month study assessing 267 
referrals to their psychiatric outpatient department of 
Boston City Hospital. The attenders and non-attenders 
were compared on sex, race, age, referral source, marital 
status, days on waiting list and presenting complaints. 
The results revealed that a single black male, under the 
age of 40, who is asked to wait a longer time on the 
waiting list, received a referral from within the 
hospital and whose presenting problem was the death of a 
relative or close friend was the least likely to attend. 
The problem then becomes economical. To gear special 
resources at clinics to the few patients who meets all of 
these criteria may not be feasible (Raynes, & Warren, 
1971). Attempting to identify those individuals least 
likely to follow through with their intake appointment 
may enable clinics to restructure their standard 
procedures to serve these individuals. These studies 
indicated useful changes in their standard procedures 
that may not apply to all outpatient clinics or may not 
be financially possible. 
L 
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Several intervention methods to decrease missed 
intake appointments have been researched. One approach 
has been to offer some type of initial contact with the 
community mental health center (Stark, Campbell, & 
Brinkerhoff, 1990; Deane, 1991). Deane (1991) attempted 
to decrease non-attendance rates by requiring parents 
that schedule an appointment for their child to come in 
to fill out a child behavioral checklist as soon as 
possible. It was hoped that this intervention would 
serve a number of purposes. First it involved the parent 
and showed the parent their involvement was necessary. 
If the parent was willing to make an effort to come in 
than they were more likely to make a commitment to 
treatment. Thirdly, it let the clinic know if 
transportation was available. It also provided a non-
threatening contact with the clinic which may decrease 
anxiety about attending treatment. An immediate response 
to the distress the parent might be feeling over needing 
help was provided. Lastly, it forced the parents to be 
specific and detailed about the childs problem as well as 
providing more extensive information for the therapist. 
The results revealed a difference in decreasing the 
broken appointment rate. 
Stark, Campbell, & Brinkerhoff (1990) applied an 
intervention immediately upon initial contact as well. 
These researchers compared 4 groups of individuals who 
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were either given an appointment or told to come in the 
same day. A dialogue was also tested with two of the 
groups which was designed to discuss and solve any 
barriers to attending that the client might have. The 
results revealed that subjects told to come to the clinic 
and begin the intake procedure immediatley, with and 
without the dialogue, had higher attendance rates. 
Although these studies revealed significant results for 
specific populations, many community mental health 
agencies require an intervention that can be implemented 
with every individual that makes an inquiry about 
treatment and can be implemented in all community mental 
health facilities dealing with not enough staff, too many 
clients, and long waiting lists. 
O'Loughlin (1990) attempted to increase initial 
appointment rates by mailing a questionnaire to 
perspective clients prior to receiving their initial 
appointment. This cost-effective intervention revealed 
an increase in attendance rates and more frequent calls 
to cancel their appointment if they did not plan to 
attend. 
Other researchers have attempted to decrease 
missed intake appointments by phoning clients prior to 
their intake (Burgoyne, Acosta, & Yamamoto, 1983; Carr, 
1985; Hochstadt, & Trybula, 1980; Larsen, Nguyen, Green, 
& Attkisson, 1983). Hochstadt et al. (1980) found a 
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significant decrease in non-attendance rates from 55% to 
9% for individuals phoned the day before their scheduled 
intake. Burgoyne et al. (1983) also revealed a 
significant decrease in missed intake appointments 
through a phone intervention. The results concluded that 
the increase is more likely related to socioeconomic 
factors such as having a telephone. 
An orientation letter sent to the client prior to 
their intake appointment has been found to be beneficial 
and is cost-effective (Swenson, & Pekarik, 1988). 
Swenson et al. (1988) found that receiving a letter 
orienting the client to their first visit at the mental 
health facility one day prior to their intake to reduce 
no-shows. Orientations that address client expectations 
from treatment can also be an effective intervention. 
Krause (1966) attempted to orient the client to treatment 
through a phone intervention method. The study attempted 
to clarify what the client expected from treatment, any 
barriers that may keep the client from following through, 
and a general understanding of what the client can expect 
from treatment. Although no significant results were 
found, this procedure could potentially produce a more 
motivated client. 
Many individuals are unsure as to what to expect 
at an initial intake appointment. Orienting the client 
to a mental health center can be conducted by using both 
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an orientation to the facility and a phone prompt 
combined. Kluger, and Karras (1983) implemented an 
orientation statement at the time of the initial phone 
contact. The orientation was designed to give the client 
a better understanding of what to expect during their 
intake. A phone prompt 24-hours prior to their 
appointment was also tested. A significant reduction in 
missed intake appointments was revealed for the group 
that received the orientation statement upon initial 
contact with the mental health center. 
A cost effective means of decreasing no-show 
rates for initial intake appointments can be difficult. 
Long waiting periods between initial contact and the 
intake appointment has also been an area of concern. The 
present study was designed to examine the effectiveness 
of an orientation statement, in comparison to an 
orientation statement combined with immediate attention. 
Both methods were designed to be applied immediately upon 
initial contact as well as be cost effective. It was 
hypothesized that an orientation to the facility combined 
with immediate attention to the individuals presenting 
problem(s) would increase the clients response to a 
scheduled intake appointment. 
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Method 
Subjects 
Thirty-seven subjects were randomly assigned to 
one of two treatment groups. The experimenter served as 
the intake specialist for all subjects in the study. All 
subjects were referred during a pre-arranged period 
during the week. The subjects completed all conditions 
during a one and a half month period in late fall. Group 
I, an orientation to the intake procedure and standard 
intake appointment (OSIP), was comprised of 12 females 
and 7 males who were all randomly assigned to the group. 
The age range of OSIP was 17 to 54 with a mean age of 30. 
Group II involved an orientation to the intake procedure 
and a modified intake appointment (OMIP). OMIP was 
comprised of 11 females and 7 males who were randomly 
assigned ranging in age from 13 to 51 with a mean age of 
29. All subjects were scheduled to be seen by an adult-
outpatient therapist employed at Coles county Mental 
Health Center (CCMHC). A Baseline Group (BG) of 
individuals previously seeking intake appointments during 
the same time period of the previous year was assessed 
for comparison on keeping or missing their scheduled 
intake appointment. The BG consisted of 56 females and 
31 males ranging in age from 12 to 59 with a mean age of 
31. The BG consisted of subjects assigned only to an 
adult-outpatient therapist employed at CCMHC the previous 
17 
year for an intake assessment. 
Instrumentation and Procedure 
OSIP and OMIP procedure were specifically 
designed to decrease the percentage of missed scheduled 
intake appointments at CCMHC. The standard intake 
procedure used by the project facility involved gathering 
basic information from the client (i.e. name, presenting 
problem, referral source, etc.) followed by an assigned 
intake appointment. The intake appointment was scheduled 
in the next available intake time allotted in each 
therapists schedule. Of the 102 subjects that comprised 
BG 53% missed appointments and 47% kept their scheduled 
intake assessments. The OSIP procedure involved a phone 
orientation to orient the client to the intake procedure 
and the facility. The purpose of this procedure was to 
orient the perspective client to the facility and the 
intake procedure prior to their appointment. OMIP 
involved a combination of the orientation and a modified 
version of the Intake Assessment Form. The intake 
assessment form was previously used at the time of the 
intake appointment. The purpose of the second procedure 
was to orient the client and to exchange more detailed 
information with the intake specialist to assign the 
client to the therapist that had a special interest in 
their area of concern. 
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The intake procedure for BG consisted of 
gathering the information outlined on the agency Rapid 
Assessment Procedure (RAP) sheet (See Appendix A). This 
was followed by the standard assignment of a client to an 
intake appointment based on the next available time 
allotted in each therapists' schedule. The subjects' in 
this study who sought services were randomly assigned to 
one of two procedures. 
OSIP 
The OSIP procedure involved gathering pertinent 
information outlined on the agency RAP sheet which was 
followed by an orientation to the intake process and the 
facility (See Appendix B). The client was then given a 
standard intake appointment based on the next available 
intake time allotted in a therapists schedule. A 
separate Client Assignment Sheet (See Appendix C) was 
used to record the group assignment, the appointment 
date, and to document whether the client kept or missed 
their appointment. A separate Master List (See Appendix 
D) was used to correlate the subject number and the group 
assignment to the client's name in order to keep the 
client's name confidential. 
OMIP 
OMIP consisted of gathering the information on 
the agency RAP sheet and the information contained on a 
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modified version of the Intake Assessment Form {See 
Appendix E). The subject was then oriented to the 
facility and the intake procedure {See Appendix F). The 
obtained information was then brought to the weekly 
clinical staff ings by the intake specialist and assigned 
to a therapist specializing in the stated area of concern 
{i.e. marital problems, sexual abuse, etc.). The intake 
specialist then scheduled an intake appointment for the 
client with the assigned therapist and sent a letter to 
the client informing them of their appointment. A 
separate Client Assignment Sheet and Master List was also 
documented for OMIP. The intake specialist traced and 
documented if the subject kept or missed their 
appointments. 
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Results 
Those clients who were scheduled an intake 
appointment through the OSIP procedure over a two month 
period(n=l9) and those clients who were scheduled an 
intake appointment through the OMIP procedure during an 
overlapping and similar time period(n=14) were compared 
with the BG who scheduled an intake appointment during 
that same time period the previous year(n=87). Of the 87 
clients who comprised the BG(n-43) 49% kept their 
scheduled intake and (n=44) 51% missed their scheduled 
intake appointment. Of the 19 clients who comprised the 
OSIP(n=6) 32% kept their scheduled intake appointment 
and(n=13) 68% missed their scheduled intake appointment. 
Of the 18 clients who comprised the OMIP(n=9) 64% kept 
their scheduled appointment and(n= 5) 36% missed their 
scheduled appointment. Four clients assigned to OMIP 
were not included (See Table 1). At the time of the 
detailed screening the intake specialist ref erred them to 
an alternative agency better suited to address their area 
of concern. 
A chi-square analysis of the data revealed no 
significant relationship between the modified procedure 
or the original intake procedure (p > 0.05). 
The hypothesis that an orientation to the 
facility combined with immediate attention to the 
individuals presenting problem(s) would increase the 
clients response to a scheduled intake appointment is 
thus rejected. 
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Group 
OSIP 
OMIP 
BG 
L 
Table 1 
Chi Square Analysis of the 
OSIP, OMIP, and BG 
Kept Missed 
6(32%) 13(68%) 
9(64%) 5(36%) 
43(49%) 44(51%) 
x2c2> = 3.59, p > .o5 
22 
Total 
19 
18 
87 
L 
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Discussion 
The purpose of this study was to test two 
interventions designed to increase kept appointments without 
being able to decrease the waiting period for mental health 
clients. Previous research (Folkins, Hersch, & Dahlen, 
1980) suggest a clear correlation between waiting time and 
kept appointments. Financial constraints limit most 
facilities from being able to decrease waiting periods. 
Many consumers may find a waiting period unappealing. 
Starke, Campbell, & Brinkerhoff (1990) revealed a higher 
show-rate when consumers were given an appointment on the 
same day. In this study individuals were not given an 
appointment on the same day but those individuals in the 
OMIP were given immediate attention over the phone to their 
presenting problem. Sixty-four percent of the subjects in 
the OMIP kept their appointments as compared to 32% and 49% 
in the OSIP and BG. 
Swenson and Pekarik (1988) found that an orientation 
letter may reduce discrepancies and misconceptions about 
initial appointments but that clients who are unfamiliar 
with treatment may not be effected. Many individuals who 
have never had contact with a mental health facility may 
have preconceived notions of what to expect. The OMIP 
consisted of both an immediate orientation to the facility 
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and an intake procedure. The combination of immediate 
attention to the individuals presenting problem and an 
orientation to the facility may have reduced anxieties while 
clarifying misconceptions. 
The results, although not significant, of the OSIP 
reveal that an orientation alone may actually decrease kept 
appointments. Sixty-eight percent of the subjects in the 
OSIP missed th.eir intake appointments as compared to only 
36% in the OMIP and 51% in the BG. Many consumers may 
hesitate to contact a mental health facility until their 
stressors or problem areas have escalated. An orientation 
to the facility may not prove to be an effective means of 
communicating support and guidance. If consumers are unsure 
of a mental health facility due to stigmatisms or 
preconceived motions a description of the intake process may 
be a deterrent to services. 
The present study underlines the importance of 
mental health centers analyzing initial contact procedures. 
Immediate attention to prospective clients and their 
presenting problems may increase the likelihood that they 
will keep their appointment, clarify any misconceptions 
about mental health facilities and decrease lost revenue. 
More research in this area is needed to clarify if 
immediate attention is the key factor. Further research 
should include more than one intake specialist including 
both a male and a female. This would eliminate any gender 
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bias that may have occurred in the present study. Using 
more than one intake specialist may also eliminate any bias 
the intake specialist may have had for the present study. 
Further research should also be conducted over a longer 
period of time using a larger sample size. Immediate 
attention can be a cost effective and simple procedure to 
implement. The benefit may reveal a better served community 
and a decrease in missed intake appointments. 
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APPENDIX A 
R.A.P. (ADULT) 
CONTACT DATE: 
~-------
TELEPHONE (H): 
~--------
( ) PRIVATE INSURANCE 
( ) PUBLIC AID 
( ) MEDICARE 
PRESENTING PROBLEM AREA: REFERRED BY: (NAME) 
( ) SUICIDE 
( ) FAMILY PROBLEMS 
( ) SEXUAL PROBLEMS 
( ) SCHOOL PROBLEMS 
( ) ALCOHOL/DRUG PROBLEM 
( ) BEHAVIOR PROBLEM 
( ) OTHER 
-------
PREVIOUS TREATMENT: ( ) YES ( 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
) NO 
SCHOOL 
FAMILY 
DCFS 
POLICE 
SELF 
MD 
SBLHC 
PROBATION/ 
PAROLE 
COURT 
CCAR 
CEAD 
CADV 
OTHER 
UNDER WHAT NAME: 
CCMH CLIENT OTHER AGENCY O/P _ HOSP/RESIDENTIAL_ 
WHEN 
~---------~ 
LIVING ARRANGEMENTS: ALONE WITH FAMILY WITH OTHERS 
OTHER RESIDENTIAL FACILITY UNDOMICILED 
----
APPOINTMENT DATE: TIME: STAFF: 
-----CRISIS SERVICES DESCRIBED: ( ) YES ( ) NO 
COMMENTS: 
~---------------------~ 
PROCESSED BY: DATE: 
----------DIS POSITION: KA. C.A. M.A. CHG.A. 
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APPENDIX ~ 
ORIENTATION SUBJECTS ONLY 
While I have this opportunity I would like to 
take a minute to give you an idea about your first 
appointment. When you first arrive at the center you 
will be greeted by our receptionist June. June will ask 
you who you are and who your are here to see. She will 
then ref er you to our billing clerk (Priscilla) right 
next to the front desk. Our billing department will 
gather some basic information from you to establish an 
appropriate fee for you. You need to bring a paycheck 
stub or a copy of a paycheck. If you have any private 
insurance or other coverage you need to bring the 
appropriate forms with you. After you are finished with 
our billing department you will be guided upstairs. 
Jana, the adult-outpatient secretary, will greet 
you and ask you for your name and who you are here to 
see. She will then give you 2 copies of your rights as a 
client at our center and 2 copies of our mental health 
assessment agreement. You will be asked to read and sign 
these forms. You will be given one copy of each to keep 
to refer to your rights and responsibilities as a client. 
After you read and sign these forms, which should 
only take a few minutes, Jana will let your therapist 
know you are here. Your therapist will meet you in the 
lobby and take you to his/her off ice and ask you for 
certain information that will help us to better 
understand and help you. The information includes basic 
identifying information, family history, other personal 
history, legal history, alcohol and/or drug history, and 
a general understanding of the problem(s) or issues that 
are concerning you. 
After you complete this initial appointment our 
clinical director will review the materials and determine 
the therapist that has special experience and skills that 
best match your concerns. You will receive a letter from 
us letting you know the date, time and therapist you will 
be seeing regularly. Do you have any questions? 
I would like to make you aware of our crisis 
services. If you have any problems between now and your 
intake appointment or between therapy sessions you can 
call our 24-hour crisis line and a counselor will gladly 
speak with you. 
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APPENDIX g 
Client Assignment Sheet 
NUMBER CONTACT DATE 
---- -------
GROUP NUMBER THERAPIST 
-----
PRESENTING PROBLEM 
--------------------
APPOINTMENT DATE 
---------------------
DOB REFERRAL SOURCE 
KEPT APPOINTMENT 
---MISSED APPOINTMENT 
RESCHEDULED APPOIN=TM--=E~N=T 
---CANCELLED APPOINTMENT 
---
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APPENDIX I! 
Master List 
Group i i 
I_ 
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APPENDIX E 
Intake Assessment Form 
State in your own words the nature of your main problem:_ 
When did your problems begin {give dates): 
~~~~~~~--
Please describe significant events occurring at that 
time, or since, which may relate to the development or 
maintenance of your problem: 
What brought you into treatment now: 
Relationship status: 
Married Date Divorce Date 
---Widowed Date ~------ ----Cohabitating Date ____ _ 
---Separated Date ===Single 
Other{describe)_~-----------~-=-~~~~~~~~~~~~~~~~ 
Previous marriage? If yes, how many and when? 
Number of hospitalizations for emotional or psychiatric 
reasons in the past five years? 
Prior counseling or psychiatric treatment {note: In 
hospital (I) or Out of hospital (0).) 
I o Facility 
Dr/Therapist 
Dates Reason/Treatment 
I_ 
35 
Previous Psychiatric Medications: ("nerve pills", etc) 
Medication Dates Taken Reason for Meds Physician 
IDENTIFYING INFORMATION 
Adult Child/Adolescent Informant 
ID# 
Social Security: DOB: 
Sex: Home Phone: Work Phone: 
---
Primary Communication: 
Spoken English Other (indicate) 
Presenting Problem: 
Present level of functioning: (daily living skills, 
social adjustment) 
Freguent Occasionally Never 
Irritable 
Anxious 
Unusual fears 
Depressed 
Appetite disturbance 
Sleep disturbance --
Memory impairment 
Low frustration 
tolerance 
Rapid mood swings 
suicidal ideation 
Self-destructive 
behavior 
Thoughts about hurting 
someone else? 
Who Vio..,,...l_e_n_c_e __ 
36 
History of mental illness in family: __ no __ yes 
(explain) 
-~~~~~~~~~~~~~~~~~~~~~~~~ 
History of alcohol/drug abuse in family: no __ yes 
(explain) 
~~~~~~~~~~~~~~~~~~~~~~~~~ 
Other relevant family history: 
History of personal victimization (sexual and physical): 
Alcohol and or drug usage: (note frequency and amount) 
Social/Occupational impairment: (include legal problems) 
Current or history of dependency: 
History of alcohol/drug treatment: 
STAl'F OBSERVATIONS AND IMPRESSIONS 
Client expectations/goals of therapy: 
Is there anything else we haven't talked about that I 
should know? 
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APPENDIX l 
PARTIAL INTAKE/ORIENTATION 
When you arrive at the center you will be greeted 
by our receptionist June. June will ask you who you are 
here to see. She will then refer you to our billing 
department right next to the front desk. Our billing 
clerk {Priscilla) will gather some basic information from 
you to establish an appropriate fee. You need to bring a 
pay check stub or a photocopy of a paycheck. If you have 
any private insurance or other coverage you need to bring 
the appropriate forms with you. After you are finished 
with our billing department you will be guided upstairs. 
Jana, the adult-outpatient secretary, will greet 
you and ask for your name and who you are here to see, 
She will then give you 2 copies of your rights as a 
client at our center and 2 copies of our mental health 
assessment agreement. you will be asked to read and sign 
these forms. You will then be given one copy of each to 
keep to refer to your rights and responsibilities as a 
client. 
After you read and sign these forms, which should 
only take a few minutes, Jana will let {Name) know you 
are here. {Name) will meet you in the lobby and take you 
to his/her office. They will gather a little more 
background information assessing your need for mental 
health services. The rest of the hour will be spent 
beginning treatment. 
Do you have any questions? 
I would like to make you aware of our crisis 
services. If you have any problems between now and your 
intake appointment or between your therapy sessions you 
can call our 24-hour crisis line and a counselor will 
gladly speak with you. 
